The use of complementary and alternative medicine (CAM) among children is prevalent in different countries and may have substantial impact on children's health care. On the basis of data presented in a 2007 National Health Interview Survey, Birdee et al 1 estimated that the incidence of CAM use in 2007 (excluding vitamins) by children younger than age 18 years was 8.7 million. The authors reported that CAM users in the US were more likely than non-CAM users to be adolescents rather than infants or toddlers, to have a parent who uses CAM and/or a parent with a college education, and to use prescription medication and less likely to live in the southern US states. In the United Kingdom, Crawford et al 2 conducted a cross-sectional survey of CAM use by children and adolescents attending the University Hospital of Wales and reported that 41% of the respondents had used at least 1 type of CAM in the past year. High prevalence of CAM use also is reported among children with chronic diseases (eg, functional and organic gastrointestinal diseases 3 ), those with unvaccinated or partially vaccinated status, 4 and those with life-threatening diseases (eg, cancer 5 ). Typical CAM modalities used in the pediatric population include herbs, vitamins, and homeopathic and nutritional supplements, but these modalities significantly varied by the child's age (eg, massage in infants, 6 prayer or faith healing in adolescents 7 ), country of origin, and nature of disease (eg, biofeedback and guided imagery in pediatric pain management service). [8] [9] [10] Several studies examined the effect of pediatric CAM use on doctor-parent and doctor-child communication. In the United Kingdom, Fountain-Polley et al 11 studied pediatric physicians' exposure to CAM and reported that approximately half of all doctors had been asked about CAMs in a clinical encounter. Nondisclosure of CAM use is high and may exceed 50% of parents. Cincotta et al 12 found that 66% percent of CAM users did not disclose CAM use to their doctor and that none of the inpatient medical records documented CAM use in the past month. Cincotta et al 12 compared CAM use characteristics in 2 tertiary children's hospitals in the United Kingdom and Australia and reported a higher than 60% nondisclosure of CAM use and very limited documentation of recent CAM use in inpatient notes. Sidora-Arcoleo et al 13 from Arizona interviewed parents of children with asthma in primary care clinics and found that 54% of the parents did not disclose CAM use and that a better relationship with the health provider tended to result in higher disclosure. Sibinga et al 14 surveyed a convenience sample of the caregivers who were accompanying children to the pediatrician and reported that 53% of parents expressed the desire to discuss CAM with their pediatrician; there was an increase to 81% among those who used CAM for their child. The American Academy of Pediatrics convened and empowered the Task Force on Complementary and Alternative Medicine to address issues related to the use of CAM by children and to develop resources to educate physicians, patients, and families. 15 This task force concluded that the pediatrician can (with the patient's and family's permission) include the CAM provider in overall care-coordination activities and offer practical advice for doctor-patient communication with regard to CAM interest or use.
In Israel, CAM is provided in the pediatric context mainly by CAM services affiliated with each of the state's 4 health maintenance organizations (HMOs). Although the cost of treatment is partially covered by the HMOs, the integration of CAM services within the HMOs is only partial, and the level of interaction between CAM and conventional practitioners is limited. In addition, CAM is provided to pediatric patients in private practices and by physicians with dual conventional and CAM training who offer integrative care in their clinics. The prevalence and characterization of these complementary and integrative practices is yet to be studied. In our study, we aimed to explore parents' perspectives toward the use of CAM by their children and its meaning in terms of parent-doctor and doctor-CAM-practitioner communication. To study different perspectives of parents toward integration of CAM in conventional care, we approached parents in 2 clinical HMO settings in Israel: conventional primary care clinics and CAM clinics.
PATIENTS AND METHODS

Study Sites and Participants
We designed a 2-arm study of parents who approached 1 of the following clinical settings to consult practitioners regarding their child's health:
• parents who consulted primary care physicians (pediatricians or family physicians) in conventional clinics; and • parents who consulted CAM practitioners in CAM clinics.
The study was performed by using a convenience sample of parents who visited the clinics. In the questionnaire introduction, participants were asked to relate their answers to the child whom they had brought to the clinic for medical treatment.
Twelve research assistants were trained to deliver the questionnaire in a 3-hour course that focused on communication issues with parents and health providers in the clinics. The research assistants had previous CAM knowledge and were instructed to present CAM to interviewees as defined in the questionnaire, avoiding the inclusion of natural substances used in a nonmedical context. Parents were given the option of filling out the questionnaire themselves or having the questions read to them with the research assistant recording the answers. Survey data were entered into a computer database for additional analysis.
Data Analysis
Data were evaluated by using SPSS 15 (SPSS Inc, Chicago, IL). Pearson's 2 and Fisher's exact tests were used to detect differences in the prevalence of categorical variables and demographic data between the participants in the 2 groups (parents in conventional and CAM-specialized clinics). Also, a t test was performed to determine any differences in the continuous variables between the 2 groups when normality was assumed. In cases of a nonnormality distribution the MannWhitney U test was used. P values of Ͻ.05 were regarded as significant.
RESULTS
Parent-Child Demographic Information
Of 380 eligible subjects in primary care conventional clinics, 61 declined the offer to participate (response rate: 83.9%); thus, data for statistical analysis were obtained from 319 respondents. Of 393 eligible subjects in CAM-specialized clinics, 113 declined participation (response rate 71.2%); thus, data for statistical analysis were obtained from 280 respondents. Parental respondents' demographic characteristics are shown in Table 1 .
Children's demographics in Table 1 relate to the child whom the parent brought to the clinic for medical treatment. Respondents in the 2 groups were equally distributed by gender, residence (urban versus rural), and number of children in the family. Compared with parents referring to conventional primary care clinics, parents in CAM clinics were older, fewer were born in Israeli, more were of the Jewish religion, and there was a greater extent of household and self-used CAM over the previous year. Children in the 2 groups were equally distributed according to gender and country of birth and had a similar prevalence of chronic illness and history of previous hospitalizations. Children in CAMspecialized clinics were older and had been referred less to emergency care according to their parents' report.
Reported CAM Use
Parents in CAM clinics reported higher CAM use by their child during the previous year compared with children of parents referring to conventional primary care clinics (73.7% vs 35.3%; P Ͻ .01) ( Parents in both groups expressed the understanding that doctor-CAMpractitioner medical correspondence may have an influence on the child's treatment (conventional clinics 89.6% versus CAM clinics 88.2%; P ϭ .76). Parents in the 2 groups stated that doctor-CAM-practitioner communication influences 3 domains: treatment of the child's disease (indicated by 97% of respondents in both groups); prevention of conventional-CAM treatment interaction (90% in both groups); and a change in the diagnosis of the child's disease (87-89% of respondents). Parents in both groups supported collaborative doctor-CAMpractitioner teamwork (parents in conventional clinics 97.2% versus CAM clinics 89.2%; P Ͻ .01).
Parent Attitudes Toward CAM Integration in a Conventional Clinical Setting
Parents in both groups largely supported (Ͼ96%) the inclusion of CAM services in the Israeli health service and expressed their readiness to participate in covering payment for pediatric CAM services. Parents in the con- ventional clinic group mostly expected to receive CAM as part of their child's care in the primary care clinic (67.4% vs 35.8%; P Ͻ .01), whereas parents interviewed in CAM clinics largely supported receiving CAM in specialized CAM centers (20.2% vs 41.0%; P Ͻ .01). Participants were asked to consider a theoretical scenario of CAM integration within pediatric care in the primary care clinic where their child was receiving treatment. Participants in both groups expected their child's physician to generate the referral to CAM (conventional clinics 87.2% and CAM clinics 72.1%; P Ͻ .01). Parents in conventional clinics were less supportive of a direct self-referral approach (12.8% vs 27.9%; P Ͻ .01). Parents in both groups mostly expected CAM treatment in such a theoretical scenario to be provided by either an physician or a non-medical doctor CAM practitioner. However, parents in conventional clinics, more than parents in CAM clinics, supported the option that their child's physician would provide the CAM care (31.5% vs 13.3%; P Ͻ .01).
DISCUSSION
This study focuses on parental attitudes toward pediatric CAM treatment and its ramifications on parent-doctor as well as doctor-CAM-practitioner communication. Although respondents in conventional and CAM clinics had different demographic characteristics, both groups reported high expectations from their child's physician regarding various CAM-related aspects. These expectations reflect a gradient, beginning with the physician's "passive" listening (eg, parent's disclosure of CAM use) to a more active position (eg, physician inquiring about CAM and referring or even providing CAM). Parents grading referral to CAM as their main expectation are not content with "informing of" or "talking about" CAM but expect active involvement of physicians in their child's health concerning CAM selection. In accordance with this finding, it is not surprising that parents in both groups reported that the child's physician's attitude toward CAM influenced them in choosing him/her as their child's doctor.
Our study also presents 2 distinctive attitudes of patients in 2 clinical settings toward the way CAM should be integrated in pediatric care. Although dissimilarities of parents in the 2 clinical settings exist, they unanimously support physician-CAMpractitioner communication concerning their child. Moreover, they indicate that doctor-CAM-practitioner communication can influence diagnosis and treatment as well as prevent conventional-CAM treatment interaction. This safety issue concerning the risks of CAM modalities, especially herbal remedies and nutritional supplements, and prevention of interactions with conventional drugs, is an issue of concern for pediatricians. 17 Previous studies have shown that parents who choose CAM for their children have a preference for a "more natural" therapy or believe that these therapies are "natural" and thus "safe." 18, 19 These natural equals safe perceptions were Although the generalizability of our results cannot be taken for granted, we believe that the United States and other Western countries face similar dilemmas with regard to aspects of CAM-related parent-doctor communication. The gradual transition of CAM use from an alternative and complementary context to a more integrated concept in pediatric care is becoming a pivotal theme because both health care providers and consumers acknowledge the need for effective communication in the triad of parents, physicians, and CAM practitioners. This increased awareness is echoing in the United States with the increasing use of CAM in the pediatric population and the understanding of the need to take a knowledgeable and active position in CAM decision-making.
Another potential limitation is that we did not select a representative sample of the various social, ethnic, and religious communities in Israel but decided to approach patients in clinics serving a variety of communities. To offset this potential bias, we made considerable efforts to minimize patientselection bias by offering participation in the study, with no language restriction, to every patient who entered the clinic for any medical or administrative reason. Thus, our results may not represent the total population but rather the population of patients who actually came to the clinics. In addition, this study focuses on parents approaching either conventional or CAM clinics operated within HMOs, thus excluding private CAM clinics. Hence, the study results are limited to CAM clinics affiliated with HMOs and public medical services. Another limitation of our study that could be addressed in future studies is the lack of data on emergency-department referrals and hospitalization of children in the past year (as opposed to data assessed in our questionnaire regarding any past referral to the emergency department or hospitalization). These data can be complemented with information regarding the number of immunizations received and prescription and nonprescription medications used by the children, which are potential benchmarks for CAM use and perspectives of parents and children toward alternative versus complementary or integrative models of care. We also suggest, in future questionnaires, allowing more than 1 answer to enrich the data and insights gained from the survey.
CONCLUSIONS
Parents referring to conventional and CAM-specialized clinics, express high expectations from the child's physician regarding CAM, beginning from disclosure of use, referral to CAM, communication with CAM practitioners, and CAM counseling and providing. Our study also shows that parents in conventional clinics, despite using CAM in moderation with their children, have a more integrative perspective regarding the physicians' role in CAM care compared with parents that currently refer their child to CAMspecialized clinics. These parental perceptions illuminate the evolution of CAM from alternative (eg, CAM nondisclosure) to complementary (CAM referral) and integrative (CAM counseling in conventional clinic) models of care.
